Introduction
Quite unusual in medical routine, the obturator hernia accounts for a small part of abdominal hernias. Although rare, it has the highest rate of mortality among them. The challenging clinical diagnosis is frequently missed due to the absence of specific symptoms and signs that usually appear in other inguino-abdominal hernias [1, 2] . The most common clinical presentation is intestinal obstruction of an unknown cause and the diagnosis is carried out with the aid of imaging methods such as CT or during exploratory surgery. The obturator hernia affects typically women, elderly, multiparous, emaciated and those with increased intra-abdominal pressure [2, 3] . Early diagnosis and surgical treatment are imperative and the delay is associated with a high mortality rate, increased complications rates and increased post-operative length of stay. The treatment can be made by the conventional laparotomy or * Correspondence to: Rua Joviano Naves, 168/301-Palmares, 31155-710, Belo Horizonte, MG, Brazil.
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by videolaparoscopy [4, 5] . The following accomplishes the SCARE criteria [6] .
Case report
A 85-years-old female patient, was admitted into the emergency ward of the Unimed Hospital -Belo Horizonte-MG, with a 24 h evolution of diffuse abdominal pain and progressive abdominal distension, associated with persistent fecaloid vomit and irradiating pain to the right leg. She reported two similar and self-limited previous episodes. The first one was 4 years ago, and the most recent, 2 months ago. Patient had no previous history of any abdominal surgery. Physical examination revealed a prostrated and underweight female, with distended and tympanitic abdomen, diffuse pain to deep palpation and no signs of peritoneal irritation or inguino-abdominal hernias. Patient refused vaginal examination. She maintained haemodynamic and ventilatory stability. Nasogastric tube revealed fecaloid stasis. Laboratory exams showed leukopenia and an increased C-reactive protein level. Abdominal CT identified a herniation of the small bowel through the right obturator canal and an intestinal distension proximally ( Fig. 1 ). Soon after, the patient was submitted to an infra-umbilical midline laparotomy that confirmed the diagnosis -right obturator hernia with ileal strangulation (Richter type). In addition, a Meckel diverticulum was detected (Fig. 2) . Segmental enterectomy with primary end-to-end anastomosis and herniorrhaphy using a double-layer mesh for the closure of the obturator foramen were performed.
Discussion
Obturator hernia is a rare condition accounting for less than 1% of all intra-abdominal hernias [7, 8] . It occurs when abdominal viscera traverses the obturator canal through which the nerve and the obturator vessels pass [9] . This type of hernia is 6-9 times more common in women because of their broader pelvis and greater transverse diameter [4, 10] . Other risk factors strongly related to obturator hernias are: elderly, emaciated, multiparous and patients with increased intra-abdominal pressure (chronic obstructive pulmonary disease and intestinal constipation). Such factors can cause loosening of the pelvic floor that favors the onset of the hernia. It is less common on the left side because of the protection that sigmoid colon provides for the obturator canal [4] and can be bilateral in 20% of the cases. Obturator hernias are frequently associated with Richter hernia.
Accurate pre-operative diagnosis is difficult and occurs in less than 10% of the cases [11] . Specific signs and symptoms are not common. Vomiting, lower abdominal pain and symptoms of intestinal obstruction are clinical findings. The Howship-Romberg sign (described as pain exacerbated by extension, abduction and internal rotation of the hip due to compression of the obturator nerve) is considered pathognomonic, although it is reported to be present in only 15-50% of cases. In addition, the palpation of a mass by vaginal or rectal examination should alert the clinician to this diagnosis. Also, it may be discovered incidentally during laparoscopy for gynecological purposes [12] . CT scan is the most accurate imaging instrument for diagnosis in emergency room. It can help in pre-operative diagnosis, reducing the time between admission and treatment [4, 8] . Delayed diagnosis and treatment contribute to the need of enterectomy in 25%-50% of the cases [13] .
Various techniques for the correction of the defect have been described in the literature. Lower midline laparotomy is the most common surgical management in emergency cases, although, recent studies indicate a high mortality rate, especially in elderly people with lung and heart conditions. Laparoscopic approach used in elective and emergency repairs, has lower post-operative complications rates and post-operative length of stay [10] . This approach, however, is restricted to stable patients with no previous laparotomies or significant abdominal distensions [4] . The major-ity of the repairs are done using meshes, but there are no studies, however, showing recurrence rates. It is not recommended for the repair of strangulated and perforated hernias. Ligature of the hernia sac is performed with continuous and nonabsorbable sutures and the closure of the foramen effected with biological or synthetic material [14] .
Conclusion
The obturator hernia is a rare condition associated with a high rate of morbidity and mortality. Its diagnosis is considered a challenge because of its non-specific symptoms and signs and the low rate of occurrence compared to other abdominal hernias. CT is the most accurate imaging method for pre-operative diagnosis. Treatment is eminently surgical, either open or closed. Early diagnosis
